A 30-year-old woman was admitted to the emergency department with a 2-day history of colic pain in the left upper quadrant of the abdomen. She had been suffering from nausea and vomiting, which was attributed to her recent pregnancy (±8 weeks). Her medical history consisted of rheumatoid arthritis and unexplained abdominal pains which were paired with nausea and vomiting. Laboratory results were normal and showed only a positive pregnancy test. An ultrasound was performed by the gynaecologist and showed an empty womb, leading to the diagnosis of an ectopic pregnancy. During the diagnostic laparoscopy by the gynaecologist, there were no signs of an ectopic pregnancy, nor was another explanation for the abdominal pains found.
DESCRIPTION
A 30-year-old woman was admitted to the emergency department with a 2-day history of colic pain in the left upper quadrant of the abdomen. She had been suffering from nausea and vomiting, which was attributed to her recent pregnancy (±8 weeks). Her medical history consisted of rheumatoid arthritis and unexplained abdominal pains which were paired with nausea and vomiting. Laboratory results were normal and showed only a positive pregnancy test. An ultrasound was performed by the gynaecologist and showed an empty womb, leading to the diagnosis of an ectopic pregnancy. During the diagnostic laparoscopy by the gynaecologist, there were no signs of an ectopic pregnancy, nor was another explanation for the abdominal pains found.
As the abdominal cramps remained, the next day an ultrasound of the abdomen was made by the radiologist, which showed an intussusception of the terminal ileum in the ascending colon (figure 1). The patient was referred to the general surgeon for emergency surgery. After a midline laparotomy, the ascending colon was mobilised and the diagnosis of Figure 1 Ultrasound showing the intussusception of the terminal ileum and its mesenterial fat within the lumen of the ascending colon ((A) transversal view, (B) saggital view).
ileocaecal intussusception was confirmed ( figure 2 ). An ileocaecal resection with an end-side anastomosis of the ileum to transverse colon was performed.
The resected terminal ileum showed some submucosal tumours and the diagnosis of submucosal lipoma was confirmed by the pathologist after analysis ( figure 3 ). Postoperative, a second ultrasound was made by the gynaecologist, showing an intact intrauterine pregnancy. The patient was able to return home 5 days after surgery. Unfortunately, she had to be readmitted, due to a superficial surgical wound infection. The infection was treated by removing the skin-sutures and opening the wound, leaving the abdominal fascia intact. Four weeks after the ileocaecal resection, a new ultrasound was carried out by the gynaecologist, in which an amnion was seen without signs of heart action. The missed abortion was removed by means of a vacuum curettage.
Ileal-caecal intussusception is a rare condition, often presenting with abdominal pain, nausea and vomiting. 1 2 However, up to 20% of the intussusceptions may present without symptoms. 2 Of all intussusceptions, only 5% take place in adults. 3 Intussusception is defined as a prolapse of one segment of the intestines in to a distal segment. A tumour in the intestine forms a leading point after which the ileum telescopes in the colon through the caecal valve. The intussusception leads to venous and lymphatic congestion, resulting in oedema, when not treated, to intestinal ischaemia. 3 Leading points may consist of benign tumours, malign neoplasms or enteric wall thickening due to inflammation. 2 3 Benign leading points for intussusception of the small bowel may consist of lipoma, Meckel's diverticulum, lymph nodes, adhesions or trauma, while malignant causes are often metastases or a rare primary small bowel tumour. About 20% of all cases are idiopathic. 3 As symptoms may be aspecific, imaging modalities are essential for the definitive diagnosis. Ultrasound or CT-scan may show a so-called "doughnut sign" or a "target lesion", due to the several concentric rings of the abdominal layers of the intussuscepted bowel. 1 This target sign can be seen in figure 1 . Resection is the optimal treatment with adults in contrast to paediatric intussusception, in which closed reduction may be attempted.
In the current case, a submucosal lipoma was the leading point for the intussusception. Post mortem studies have shown submucosal lipoma in the gastrointestinal system in 0.2% of the population. Most lipomas are asymptomatic, until they become larger than 1-2 cm. The most frequent symptoms of submucosal lipoma are haemorrhage, melaena, obstruction, constipation, cramps, diarrhoea and intussusception. 3 The current case underlines the fact that physicians in the emergency department should remain suspicious of an intussusception as cause of abdominal tenderness, even when a pregnancy test is positive and signs of infection in blood results are absent. The patient was sent to the gynaecologist without additional imaging of the abdomen, leading to an unnecessary diagnostic laparoscopy and a delay of optimal treatment. It is very plausible, that the history of unexplained abdominal cramps with vomiting and nausea were due to existing partial intussusceptions of the lipoma. Competing interests None.
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Provenance and peer review Not commissioned; externally peer reviewed. Figure 2 Midline laparotomy underlined the diagnosis of the ileocaecal intussusception. The terminal ileum was "telescoped" into the lumen of the caecum and the ascending colon. Figure 3 Macroscopic cross-sections showed several lipomatous tumours in the terminal ileum, located under the mucosa. 
